Systemic lupus erythematosus (SLE) is an autoimmune disease that classically manifests itself with fever, arthralgia, and rash, predominantly in women of childbearing age. The autoimmunity is against nuclear and cytoplasmic components; therefore, any organ system can be affected, and the clinical presentation spectrum is wide. Although rare, de novo SLE can be diagnosed in pregnancy. Herein, a woman who had SLE diagnosed in early pregnancy is reported. This and a previous report imply that SLE has diverse clinical presentations in pregnancy.
S ystemic lupus erythematosus (SLE) is a multisystem autoimmune disease related to an insuffi ciency in the clearance of cellular materials after apoptosis (1) (2) (3) (4) . A recent study suggested that the higher chemokine/cytokine activity during pregnancy in SLE patients increases pregnancyrelated complications and disease fl ares, despite a similar pattern of chemokine/cytokine fl uctuations in healthy pregnant women (5) . Pregnancy and SLE aff ect the immune system, increasing the risk of pregnancy-related complications such as abortions, stillbirths, prematurity, preeclampsia, and intrauterine growth retardation (6, 7) . Antinuclear antibodies at low titers are more common in women with recurrent pregnancy loss (50%) than in controls (16%) (6) . In a recent meta-analysis of pregnancy outcomes in patients with SLE and lupus nephritis, the maternal complications were determined as lupus fl are (25.6%), hypertension (16.3%), nephritis (16.1%), preeclampsia (7.6%), and eclampsia (0.8%). Th e fetal complications were premature birth (39.4%), spontaneous abortion (16.0%), stillbirth (3.6%), neonatal deaths (2.5%), and intrauterine growth retardation (12.7%) (7). Patel et al reported two cases of de novo SLE in pregnancy (8) . In this case presentation, we report another rare case of pregnancy-associated SLE diagnosed in early pregnancy, together with radiological examinations.
CASE PRESENTATION
A 30-year-old nulliparous white pregnant woman was admitted to the emergency department with complaints of dyspnea, palpitation, chest pain, severe abdominal pain, and tenderness. She was 6 weeks pregnant according to her last menstruation date and had a gestational sac consistent with that gestational week. She had no signifi cant past medical history. Initial laboratory values are shown in sion, her hematocrit, hemoglobin, and platelet values decreased signifi cantly to 28%, 9.7 g/dL, and 189 × 10 9 /L, respectively. Abdominopelvic ultrasonography revealed massive pelvic fl uid, left pleural eff usion (Figure 1) , and an intrauterine sac, but the crown-to-rump length was not clearly seen. A diagnosis of acute abdomen was made, leading to an exploratory laparotomy to rule out a ruptured ovarian cyst or ectopic pregnancy. Laparotomy revealed neither an intraabdominal gynecological pathology nor a bleeding focus, except for 500 mL of serohemorrhagic fl uid in the dependent portion of the pelvis. Due to an increased D-dimer value, subcutaneous enoxaparin 0.6 mg twice a day was started.
Postoperative hematocrit values continued to decrease.
After the pregnancy was terminated with dilatation and curettage (D&C), detailed radiological evaluation of the thorax and abdomen with contrast-enhanced computed tomography revealed pericardial eff usion, pleural eff usion, and pelvic fl uid (Figure 2 
DISCUSSION
With its wide spectrum of clinical manifestations and health consequences, SLE further jeopardizes pregnancy in terms of fetal and maternal health (1-7). Th ough it is predominantly diagnosed in women of childbearing age, in a recent report de novo SLE in two pregnant cases was reported (8) . One case was a 22-year-old black woman diagnosed at the sixth gestational week of her second pregnancy. Although her previous pregnancy was complicated by chorioamnionitis and preeclampsia, she did not develop SLE in that pregnancy (8) . Th is might be due to some common genetic pathways in both SLE and preeclampsia regulating the complement system (9) . Th e outcome was preterm rupture of membranes necessitating cesarean section with a preterm baby. Th e second case involved a 21-year-old nulliparous Caucasian woman diagnosed with SLE in the 11th gestational week. She developed severe SLE nephritis during pregnancy, necessitating hemodialysis with a poor pregnancy outcome. At the 26th gestational week she had a cesarean section due to uncontrolled hypertension. Th e baby died at the age of 9 months of respiratory failure. Interestingly, she was reported to have marked renal improvement after pregnancy (8) .
Our patient was older than the previous reported patients and was diagnosed to have SLE in early pregnancy. However, the clinical presentations were diff erent. In the previous report, the cases were rather stable and pregnancy could be maintained and followed up, but in our case, the patient was admitted to the emergency department with dyspnea, tachycardia, chest pain, abdominal pain, and tenderness and was found to have deteriorating hematocrit values and pelvic fl uid on ultrasonography. Th erefore, the pregnancy was terminated and an exploratory laparotomy was undertaken to rule out intraabdominal bleeding. Th ese observations support that SLE has diverse clinical presentations even in pregnancy-associated cases. Pregnancy-associated SLE is diagnosed in early pregnancy and leads to poor pregnancy outcomes.
